Repeat cystoscopy on 25.4.58 (capacity 10 oz) showed a resolving generalized cystitis without vesicles. The bladder neck was open and the verumontanum visible. The catheter was removed and from then on the patient passed urine satisfactorily. He was discharged from hospital on 25.4.58. Post-herpetic neuralgia remained for some time and he was found to have developed a B. proteus urinary infection.
He was readmitted on 22.6.58 because X-ray showed a vesical calculus. Cystoscopy showed a generalized cystitis, and a phosphatic stone which was removed by litholopaxy. The urinary infection subsequently responded to chloramphenicol and he has had very little difficulty with micturition since.
Discussion
Herpes zoster is due to a virus infection involving the sensory neurone and the corresponding area of skin. The posterior root ganglia are the most common sites of the lesion, but the posterior horn of the grey matter of the spinal cord, the posterior root and peripheral nerves may also be involved. Muscle wasting is probably due to extension of the infection to the anterior horn of grey matter. The sacral neurones are not commonly affected and involvement of the bladder is rare. Gibbon (1956) found reports of 13 cases of sacral herpes zoster complicated by bladder symptoms and added one case of his own. Six patients who had retention of urine were subjected to cystoscopy. All 6 had unilateral cystitis. There was no cutaneous rash in 2 patients. In 3 patients, severe constipation accompanied the retention. There is no mention of sigmoidoscopy. There appears to be an inverse relationship between the severity of the cystitis and the incidence of urinary retention. The retention is transient and, presumably, of neurological origin. REFERENCE Gibbon N (1956) Brit. J. Urol. 28,417 Recurrent Widespread Erythema Nodosum J H Burkinshaw MRCP P S, female, aged 10 This girl between the ages of 6 and 10 years suffered three episodes of unusually severe and widespread erythema nodosum. Each episode responded to treatment with corticosteroids; the first and third were preceded by inoculations against poliomyelitis.
History: First admitted April 1958, at the age of 6. Four months previously she had received the first inoculation against poliomyelitis and two weeks later the first skin lesion appeared on her forearm. Further lesions appeared on her legs and face, she felt ill, lost her appetite, and two weeks before admission became feverish. She had not been given sulphonamides. The past and family history were not relevant.
On examination: Remittent fever (99-104°F). Numerous typical lesions of erythema nodosum on legs and arms. The lesions appeared in crops after admission and the malaise waxed and waned as the crops appeared and disappeared. Cervical and axillary lymph nodes were enlarged and the spleen was just palpable. The elbow and left knee joints became stiff and painful; the skin became slightly bronzed.
Investigations: WBC 15,000-23,000 (84% polymorphs). ESR (corrected) 40 mm in 1 h or more (Westergren). Mantoux 1/1000 negative. Throat swab: no pathogens. Serum proteins: total 7 9 g/100 ml (A:G ratio 1-3 :1). Paul-Bunnell test negative. Anti-streptolysin titre: 1,000 units. No LE cells seen ( x 2). Bone marrow normal. Blood culture negative ( x 2). Chest X-ray normal ( x 2).
Skin biopsy: Polymorph infiltration of the fat without much disturbance of the fat cells. The dermis is infiltrated to a lesser extent, the infiltrate is not always periadnexal. One subcutaneous vessel shows an allergic vasculitis. The picture confirms the clinical diagnosis of erythema nodosum or nodular vasculitis (Dr Geoffrey Allen). Progress and treatment: No response to penicillin, tetracycline or salicylates over fourteen days. Rapid disappearance of all signs and symptoms after starting prednisolone 10 mg t.d.s. The dose was reduced and a few more skin lesions appeared during the first few weeks. Within four months all treatment had been withdrawn and she remained well until January 1959 when symptoms recurred with widespread skin lesions, swelling of the face, polyarthralgia and fever. On readmission (9.2.59): A systolic murmur was now present at the apex in addition to the other features. ECG was normal. Other investigations gave similar findings to those performed previously except that the anti-streptolysin titre was lower at 160 units.
Prednisolone 30 mg daily again controlled the symptoms but there was relapse as soon as the dose was reduced. Severe abdominal pain, for which no cause was found, developed at one stage. On the recommendation of Professor E G L Bywaters she was given dexamethasone 6 mg daily (equivalent to 500 mg cortisone) and she made a complete clinical recovery, although the treatment was complicated by weight gain, skin strim and bone decalcification. The dose was reduced to 4 mg daily within six weeks and stopped after about sixteen months. She then remained well for nearly two years. Third admission (July 1962): Readmitted with a relapse, one month after another poliomyelitis inoculation. The physical findings were unchanged. The anti-streptolysin titre was now 480 units. Diarrhoea and vomiting occurred at one stage without obvious cause. There was a good response to prednisolone, 30 mg daily, and she has been discharged on a maintenance dose of prednisolone and penicillin. It is proposed to try and wean her from the prednisolone over the next year. June 1960: The sixth yearly attack began. November 1960: As the lesions were more profuse, treatment started with prednisolone which improved the condition. The dose was reduced, but in May 1961 relapse occurred and the dose was increased.
Recurrent Erythema Nodosum
November 1961: The first time for a year that she was free of lesions; maintained on prednisolone 5 mg t.d.s.
August 1962: Another relapse after a free interval of ten months. December 1962: No lesions.
This case is presented as recurrent seasonal erythema nodosum of obscure etiology, which is partly controlled by corticosteroid therapy.
Use of the Colon in (Esophageal Bypass or Reconstruction (Two Cases) I H Hanan FRcs (for N C Tanner MD FRcs)
Carcinoma of the middle third of the aesophagus presents many problems in treatment because of the early invasion of adjacent vital structures, and consequent low resection rate, and of the risks in re-establishing continuity of the gullet following resection. The response to radiotherapy is undoubted but is not quite as satisfactory as in lesions of the upper third (Smithers 1957) . Many forms of reconstruction have been attempted. Long Roux loops of jejunum have been used although difficulty may be experienced with their blood supply, or the stomach may be mobilized and drawn up to anastomose to the aesophageal remnant. Nakayama (1961) of Japan has reintroduced the technique of multiple stage resections and this has lowered his mortality from resection considerably. The following two cases are examples of a different form of staged resection using the colon for esophageal replacement as a first stage. Although the colon is rather bulky it has the advantage that a considerable length may be obtained.
Case 1 E C, male, aged 54 years In April 1962 he presented with a neoplastic stricture ofthecesophagus at 24cm. Biopsy showed a well differentiated squamous cell carcinoma. On 24.5.62 Mr N C Tanner performed a presternal, subcutaneous bypass using the right colon, swung up on the middle colic artery, having first performed a radical gland clearance about the coeliac axis and paracardial region. The cervical cesophagus was exposed and divided in the neck and the distal end was ligated and allowed to fall back into the mediastinum. The c$ecum was anastomosed to the proximal end and the ileal stump was brought out into the neck as a fistula and used for decompression and tube feeding; the transverse colon was anastomosed to the stomach. This operation was followed by a course of deep X-ray therapy from the Telecobalt Unit at Charing Cross Hospital by Dr D O'Connell. On 7.10.62, nine weeks after completion of radiotherapy, aesophagectomy was performed through a right thoracotomy incision. It was noted that the involved cesophagus and mediastinum were extensively scarred, but this was fibrous rather than neoplastic tissue. Histology of the excised cesophagus showed no obvious neoplastic cells in the cesophagus or surrounding tissue. On 18.2.63, following stenosis of the upper anastomosis, a plastic enlargement of the colo-asophageal anastomosis was performed and he is now swallowing very well.
